With regard to creating a novel vision for former diseases, our memorizationsshould be updated. Some diseases and their outcomes, which have been previously very well known, are nowadays almost always presented as unexpected cases because of new technologies and evolvements in medicine due to resistant events. Thus, antiulcer medication and presentation of elderly patients have changed in peptic ulcer perforation (PUP) and, transforming the patient profiles with PUP in our era. Therefore, a novel vision to avoid gaps is necessary to evaluate the patients with PUPsas surgeons are coming across newer patient profiles in last decades. Peptic ulcers are focal defects in the stomach and the duodenum extending below the mucosa or deeper (1, 2). They can be acute or chronic; the etiology of the condition is the disruption of balance between gastric acid effect and mucosal defense mechanisms (2, 3). Although medical treatments such as H2 receptor antagonists, proton pump inhibitors, and Helicobacter pylori eradication through antibacterial drugs, have decreased the number of surgeries in non-complicated peptic ulcer cases, the number of patients presenting to the emergency clinics with peptic ulcer perforation has not decreased (1-5).
All patients were operated with the open technique. After the aspiration of the intraabdominal free fluid, the intraperitoneal cavity was irrigated with at least 1000 mL of isotonic saline and aspirated. The surgical procedure was determined by the operating surgeon and either one of omental patch with Graham's procedure, bilateral truncal vagotomy with pyloroplasty or, antrectomy and gastroenterostomy was applied. Patients were divided into three groups based on morbidity (Group 1), mortality (Group 2), and no complication (Group 3).
Written informed consent of the included patients and local ethics committee approval were obtained.
Statistical Analysis
Statistical Package for Social Sciences software version 15.0 (SPSS Inc.; Chicago, IL, USA) was used for statistical analysis. Descriptive statistics were presented with number and percentage for categorical variables and mean, standard deviation, minimum, maximum, and median values for numerical variables. Comparisons between more than two independent groups were made using the one-way Anova test for normal distribution of numerical values and the Kruskal-Wallis test when normal distribution was not present. Subgroup analyses were carried out with the Tukey test for parametric tests and the Mann-Whitney U test for non-parametric tests and interpreted using the Bonferroni correction. The ratio of categorical variables between groups was tested using the chi square analysis. Risk factors for morbidity and mortality were evaluated using Cox regression analysis. Statistical significance level was accepted as p<0.05.
RESULTS
Of the 112 patients included in the study, morbidity was observed in 21 (18.8%) and mortality in 11 (9.8%). Eighty (71.4%) patients were discharged with cure, free of complications. Ninety-seven (86.6%) of 112 patients were male and 15 (13.4%) were female. No significant difference in the gender distribution of the groups was detected (p=0.252). There was statistically significant difference between the mean age of the groups (p<0.001). The mean age of the group with mortality was significantly higher than the that of the morbidity and no complication groups, and the mean age of the morbidity group was significantly higher than that of the no complication group. The demographic data and subgroup analyses are presented in Table 2 The mean body mass index (BMI) of the patients were significantly different among groups (p<0.001). The average BMI in the mortality and morbidity groups was significantly higher than that in the no complication group.
There was significant difference between groups with regard to time interval between symptom onset and surgery (p<0.001). The time interval was significantly higher in the mortality group than in the morbidity and no complication groups, and significantly higher in the morbidity group than in the no complication group. Statistically significant difference was observed in duration of hospital stay (p<0,001). The average duration of hospital stay in the group with morbidity was significantly longer than that in the no complication group.
The differences between the average values of the diameter of perforation and ASA, APACHE II and MPI scores among groups were statistically significant (p<0.001 for each). The average values for the group with mortality were significantly higher than those for the morbidity and no complication groups. Likewise, the average values for the morbidity group were significantly higher than those for the no complication group. In 98 (87.5%) patients, subdiaphragmatic free air was detected in the initial erect abdominal X-ray. There was no statistically significant difference between the rate of presence of free air between the groups. The white blood cell (WBC) count was 17.045±13.517 for Group 1, 13.347±6.434 for Group 2 and 14.608±3.857 for Group 3. No statistically significant difference was detected between the groups (p=0.734). The laboratory findings and subgroup analyses of the groups are displayed in Table 5 , 6.
The presence of accompanying diseases showed a statistically significant difference between groups for all but ischemic
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Turk J Surg 2017; 33: 267-273 heart disease and gastrointestinal hemorrhage. The presence of accompanying diseases was most frequent in the mortality group, with chronic obstructive pulmonary disease (COPD) being the most common accompanying condition.
The preferred surgical approach showed a statistically significant difference between the groups. In the morbidity and mortality groups, additional procedures to the Graham's procedure were applied. The distribution of the site of perforation was significantly different among groups (p=0.001). In the morbidity group, hemorrhage from other sites was more common. State of shock was another variable showing statistically significant difference in distribution. All patients in the mortality group were in shock state.
In the model developed for determining factors affecting morbidity with single variables (age, BMI, ASA score, accompanying diseases, perforation diameter, MPI score, urea, GGT, ALP, calcium, and WBC) the most significant variables were BMI, GGT, and ALP (Table 7, 8 ). In the multivariate regression analysis for factors affecting morbidity, age was determined to be a significant parameter using the enter and backward method ( Table 9 ).
In the model developed for determining factors affecting mortality with single variables; age, BMI, ASA score, accompanying diseases, perforation diameter, MPI score, APACHE II score, urea, creatinine, total plasma protein, albumin, calcium, potassium, CRP, hemoglobin, hematocrit levels and platelet counts were determined to be significant predictors (Table 10 ). In the multivariate regression analysis for factors affecting mortality, age and APACHE II score were determined to be significant parameters using the enter and backward method (Table 11) .
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DISCUSSION
Perforation is the second most common complication of peptic ulcer disease following hemorrhage, with an incidence ranging from 3.77 to 14 in 100,000 (6-10). High rates of morbidity (20%-50%) and mortality (3%-40%) have been reported for patients surgically treated for PUP (11) (12) (13) (14) . There are many studies about the risk factors for these high mortality and morbidity rates. In our study, there were statistically significant differences between groups with regard to the average values for age, BMI, perforation diameter, APACHE II score, and MPI score (p<0.001).
The diagnosis of PUP is most often made using the initial plain abdominal X-ray (15) (16) (17) . In our study, 98 (87.5%) patients were diagnosed using the initial plain abdominal X-ray. The presence of subdiaphragmatic free air did not have a statistically significant relationship with mortality or morbidity. Wakayama et al. (18) reported WBC counts below 9500/mm 3 was a significant predictor of mortalityHowever, no significant effect of WBC count on mortality or morbidity was observed in our study.
Ninety-seven (86.6%) of the 112 patients included in the study were male and 15 (13.4%) were female. Most (71.4%-94.5%) of the patients with PUP are reported to be male (19) (20) (21) (22) (23) . However, Sonnenberg (24) has displayed in his study that the ratio of females is increasing and has claimed that female gender is a risk factor for postoperative morbidity. On the contrary, Nomani et al. (25) reported the negative effect of male gender on mortality and morbidity. In our study, no prognostic value of gender was detected. Testini et al. (26) have reported that patients aged 65 years or more have significantly higher rates of mortality compared with younger patients and explained this finding with the increased incidence of accompanying diseases in the elderly patients. Similarly, in our study, older age was determined to have a significant effect on mortality and morbidity. In the study of Kim et al. (2) , it was determined that the presence of accompanying diseases did not have a significant effect on postoperative mortality and morbidity. On the other hand, numerous studies have shown that the presence of accompanying diseases has a significant effect on postoperative mortality and morbidity. In these studies, pulmonary diseases, hypertension (HT), diabetes mellitus (DM), and cardiac diseases were found to be of importance with varying frequency (5, 27, 28) . In our study, the presence of DM, HT, renal failure, heart failure, COPD, and malignancies was observed to be related with a significantly increased risk of postoperative mortality and morbidity.
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Turk J Surg 2017; 33: 267-273 There are many scoring systems for predicting risk of morbidity and mortality in PUP, with ASA and Boey scoring methods being the most commonly used ones (29) (30) (31) (32) . However, ASA score is used as an overall surgical risk score rather than just for predicting the risks of PUP. Also in many studies, high MPI and APACHE II scores were found to be related with increased mortality and morbidity. Some studies have only investigated the effects of preoperative shock state on morbidity and mortality, concluding it to be an important risk factor (26, (33) (34) (35) We used the ASA, MPI, and APACHE II scoring methods as variables in our study. According to the statistical analysis, we concluded that all three scoring methods could be used to predict the risk of mortality and morbidity.
Nomani et al. (25) have reported a worse prognosis in patients with a perforation diameter greater than 5 mm. Consistent with the literature, we found that a large perforation diameter significantly increases morbidity and mortality (26) (27) (28) (29) (30) (31) (32) (33) (34) (35) (36) . Duration of postoperative hospital stay of patients operated for PUP ranges between 7 and 12.5 days (37) (38) (39) . In our study, the mean duration of hospital stay was 11.7±11.3 days in the morbidity group and 5.3±1.1 days in the no complication group. The duration of postoperative hospital stay in the morbidity group was significantly longer than that in the no complication group (p<0.001). In their study with 2668 patients, Buck et al. (40) have calculated a two-fold risk of mortality for underweight patients operated for PUP, and determined that being obese has no positive or negative effect on mortality. In our study, for patients with an increased BMI, mortality and morbidity were also significantly increased in both univariate and multivariate analysis (p<0.001).
CONCLUSION
Peptic ulcer perforation continues to be an important cause of mortality and morbidity. We think that a novel vision to avoid gaps is necessary to evaluate the patients with PUPsas surgeons are coming across new types of patient profile in last decades. Mortality and morbidity are increased in patients with older age and higher BMI, perforation diameter, and APACHE II and MPI scores. We hypothesize that through closer follow-up of these patients, rates of mortality and morbidity can be decreased.
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